used with exercise seem to be beneficial for chronic neck pain (Gross et al., 2004; Kay et al., 2005) . But there is no or conflicting evidence for the efficacy of patient education, multidisciplinary biopsychosocial rehabilitation, and electrotherapy (Gross et al., 2000; Karjalainen et al., 2003; Kroeling et al., 2005) .
In this issue of PAIN a study of the efficacy of low level laser therapy (LLLT) is reported (Chow et al., 2006) . It concerns a light source that generates extremely pure infrared light, of a single wavelength. When applied to the skin, an infrared laser produces no sensation and does not burn the skin. Because of the low absorption, it is hypothesized that the energy can penetrate deeply into the tissues where it is assumed to have a biostimulative effect. The discussion on its putative working mechanism is ongoing. It is also not very clear how common LLLT for chronic neck pain really is, although LLLT has been used for over 30 years in Eastern Europe and Asia for a wide range of clinical conditions. Chow et al. (2006) report a randomized, double blind, placebo-controlled study of LLLT with a 300 mW, 830 nm laser in 90 subjects with chronic neck pain. Participants received a course of 14 treatments over 7 weeks with either active or sham laser to tender points in the neck. The laser treatment group demonstrated a statistically significant and clinically relevant larger change in pain since baseline 1 month after the end of treatment.
The RCT is a valuable contribution to our knowledge of the efficacy of LLLT in chronic neck pain. However, there are some concerns regarding the interpretation of its findings. Although patients were randomly assigned to the laser group and placebo group, there was a substantial imbalance of baseline pain scores between the groups (i.e. a difference of 1.9 on a 10-points scale). The higher pain scores at baseline in the active laser group may explain, at least partly, the difference in change since baseline between the groups. The authors indeed show that baseline pain severity is a strong predictor of improvement. The likely explanation for this is either regression to the mean or more room for improvement. So there is a clear need to adjust for this baseline imbalance. It is difficult to understand why this is not a dominant feature of the paper. The authors did perform an ordinal regression analysis, suggesting that some effect on pain remains after adjustment. But this odds ratio is difficult to interpret and none of the conventional parametric analyses concerning pain or the other outcomes involve adjustment for the baseline imbalance. With hindsight, pre-stratification for pain severity should be strongly recommended.
The same authors report in a recent systematic review limited evidence for a short-term benefit for chronic neck pain (Chow and Barnsley, 2005) . In this review, significant positive effects were reported in four of five of the RCTs included, in which infrared wavelengths (780, 820-830, 904 nm) were used. The authors conclude that larger studies on the effect of LLLT, particularly with long-term follow-up, are needed. Unfortunately, the authors did not completely follow their own advice. Their follow-up extends to only 1 month after treatment, so the long-term effect is not studied. Gur et al. (2004) report the effect of LLLT in patients with chronic
